Hence, the dependent variable is not "hypertension", as this variable has never been observed directly, but "being classified as having hypertension", with case definition, case detection, and case ascertainment as explanatory variables. The choice of the cut off point determines the specificity and predicts the probability of being classified as hypertensive or not. Passive case detection in general practices, based on multiple measurements at multiple points in time, is specific, but underestimates the true prevalence because many persons are not ascertained. Active case detection in screening surveys ascertains all cases, but overestimates the true prevalence because of measurement error. Policy makers need estimates of both recognised and unrecognised hypertensives in the population, as the unrecognised ones indicate unmet health care needs.
ation).' In the Lelystad study, blood pressure was measured six times -all at the same visit.3 In the Groningen study, blood pressure was measured three times, at two visits.4 In the study of van Ree, blood pressure was measured at baseline screening, twice during the same visit.5 We ignored the other measurement in this study because it took place after a planned intervention with an unknown but intended effect on blood pressure levels. For the Lelystad study, the subjects treated for hypertension were included in the estimated prevalence, not excluded.
In In a subsequent study, Crisis undertook x ray screening in London day centres and hostels serving homeless people, many of whom were, or had been, rough sleepers. In an effort to maximise compliance, food vouchers were offered as incentives and an educational programme was provided for homeless people and their carers. Statutory and voluntary services in hospital and the community were contacted and their work was coordinated and facilitated. The methods are described in the Crisis report.2 A very high level of compliance with investigation and treatment was attained.
Active pulmonary tuberculosis was diagnosed in 2% (95% confidence limits 1 0%, 3 4%). This rate is 20 times that in the last mass x ray survey in London in 1983 and two hundred times the current tuberculosis notification rate in England and Wales.
The urgent need to review and improve tuberculosis control programmes for homeless people has been affirmed recently3 and the Crisis guidelines2 provide methods for doing so. The high prevalence of ill health, including tuberculosis, in the homeless is well documented.4 Health commissioning agencies need to consider the special needs of homeless people when assessing their purchasing requirements. 
